Paradoxical reactions during tuberculosis (TB) treatment are well-described in the HIV seropositive population but less so in the HIV seronegative group. Abdominal TB rarely presents as spontaneous perforation; cases occurring during anti-TB therapy are even rarer. We describe the clinical progress of a case of an HIV-negative patient who developed acute peritonitis while on anti-TB treatment for peritoneal TB through a series of clinical, radiological and histological images. Visceral perforation can occur as a complication of TB treatment. A high index of suspicion with early surgical intervention is crucial in the management of such cases.
IntroductIon
Paradoxical reactions during tuberculosis (TB) treatment are well-described in the HIV seropositive population but less so in the HIV seronegative group. Abdominal TB rarely presents as spontaneous perforation; cases occurring during anti-TB therapy are even rarer. We present an interesting case of a patient who initially presented with pyrexia of unknown origin and lymphocytic ascites. This patient was eventually diagnosed with abdominal TB but unfortunately developed pneumoperitoneum a week after treatment.
caSE rEport
A patient presented with pyrexia of unknown origin while undergoing rehabilitation at a step-down care facility without any localizing symptoms. This elderly woman had no significant medical history. Two weeks prior, she had presented with recurrent falls, functional decline, and hyponatremia. A computed tomography (CT) scan of the abdomen and pelvis at that point as part of her evaluation revealed the presence of low-volume ascites and several para-aortic lymphadenopathy up to 1 cm in size. The hyponatremia improved with parenteral hydration and she was transferred to another facility for rehabilitation. She was transferred back to our institution for further evaluation of prolonged fever.
On examination, her temperature was 36.4°C; her blood pressure was 158/68 mmHg, pulse rate was 73 beats/min and was oxygenating well on room air. Clinical examination was unremarkable apart from the presence of mild ascites.
Initial laboratory tests were unremarkable apart from hypoalbuminemia, mild nonparathyroid hormone-mediated hypercalcemia and a raised erythrocyte sedimentation rate of 103 mm/h. A chest radiograph did not reveal significant abnormalities. Repeated blood cultures were unyielding. HIV serological testing was negative. A repeat CT scan of the chest, abdomen, and pelvis a month after the earlier scan showed interval worsening of ascites, ill-defined omental stranding, peritoneal thickening, and para-aortic lymphadenopathy [ Figure 1a ].
She went on to have an ascitic tap, revealing the following biochemical results: fluid lactate dehydrogenase, 250 units/L; protein, 62.0 g/L; albumin, 16 g/L; glucose, 3.9 mmol/L; and cell count, 2390 unit/mm 3 , of lymphocytic predominance (90%). Serum albumin was 21 g/L, implying a low serum-ascites albumin gradient of 5 g/L. Fluid bacterial gram stain and culture, acid-fast bacilli (AFB) smear, nucleic acid amplification test (NAAT) for Mycobacterial tuberculosis (MTB), and fungal smears were negative. Fluid cytology revealed predominantly lymphoid cells.
She underwent diagnostic laparoscopic peritoneal biopsy. Intraoperative findings revealed thickened peritoneal lining and the presence of generalized peritoneal inflammation and white nodular deposits over the visceral surfaces, consistent with peritoneal TB [ Figure 1b ]. She was empirically started on rifampicin, isoniazid, pyrazinamide and ethambutol postsurgery in view of the laparoscopic findings. Histology of the omental tissue revealed the presence of numerous granulomata [ Figure 1c and d]. AFB smears and NAAT for MTB from intraoperative tissue specimens were negative.
A week later, she developed drowsiness, abdominal tenderness, and hypotension. An urgent CT scan of the abdomen showed diffuse omental and mesenteric stranding. There was also extensive pneumoperitoneum, more than what would be expected given the interval since surgery [ Figure 1e ]. She continued to deteriorate despite intensive care and demised before further surgical intervention. Two weeks after her demise, mycobacterial cultures return positive for pansusceptible MTB sequentially from both the initial ascitic tap and omental biopsy, confirming the diagnosis of peritoneal TB.
dIScuSSIon
Peritoneal TB is the sixth most common site for extrapulmonary TB in the United States. [1] Abdominal pain, weight loss and fever are the commonest clinical manifestations. A lymphocytic ascitic yield has a reported sensitivity of 68.34%. Ascitic white cell count may vary from <100 cells/mm 3 to 5000 cells/mm 3 although most patients have it between 500 and 1500 cells/mm 3 . Laparoscopy allows a visual diagnosis to be achieved in 92.7% of cases and histology is 93% sensitive. [2] Intestinal perforation occurring following the commencement of anti-tuberculous treatment has been reported in immunocompetent hosts, but this is a rare phenomenon. [3] [4] [5] Cheng et al. reviewed 122 cases of paradoxical deterioration of TB in non-HIV-infected individuals. In their series, only 2 cases were patients with abdominal TB and none presented with perforated viscus. [6] In another study, paradoxical reaction in non-HIV patients was more likely in patients with extrapulmonary TB. [7] Pneumoperitoneum in our patient is unlikely the result of a postsurgical complication as this occurred a week after and the initial surgery did not involve bowel manipulation. We speculate that this was less likely the case of failed medical treatment as eventual culture isolated pansusceptible MTB, but an instance of paradoxical reaction.
Visceral perforation can occur as a complication of TB treatment. A high index of suspicion with early surgical intervention is crucial in the management of such cases.
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